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CONCLUSIONS

Where does all of this leave us when at-
tempting a risk–benefit analysis? On one side
we have uncertain benefits; on the other we
must consider common nonserious adverse
effects as well as serious complications that
occur at an unknown rate. Given this situa-
tion, a tentative risk–benefit analysis cannot
produce a positive result. The conclusion
must therefore be that, according to the evi-
dence to date, chiropractic spinal manipula-
tion does not demonstrably do more good
than harm. In view of the incompleteness of
our current knowledge and the popularity of
chiropractic, research into this complex area
should be intensified.
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Do Attitudes Toward 
and Beliefs About
Complementary
Medicine Affect
Treatment Outcomes?
| George T. Lewith, MA, DM, FRCP, MRCGP,

Michael E. Hyland, PhD, BSc, and Stephen
Shaw, PhD, MSc

Many patients seek help from practitioners of
complementary and alternative medicine
(CAM). Patients’ prior knowledge of CAM and
desire for egalitarian relationships with med-
ical practitioners have been shown to increase
CAM use,1,2 as have higher scores on the Ab-
sorption scale (a measure of anxiety and “self-
absorption”).3 Other personality scales do not
predict CAM use.4

Although users of CAM might not agree, a
common view among scientists is that CAM
outcomes are mediated through a placebo ef-
fect5,6; that is, patients improve because they
expect to do so. Our aims in the study de-
scribed here were to assess the validity of the
Attitudes toward Alternative Medicine Scale
(AAMS) and to determine whether asthmatic

patients who had positive attitudes toward
and beliefs about CAM showed greater posi-
tive changes in outcomes.

METHODS

During 1996 through 1998, we conducted
a randomized, double-blind, placebo-
controlled trial among 327 patients allergic to
house dust mites. The study, which took place
in the counties of Hampshire and Dorset in
England, was designed to evaluate the effects
of a homeopathic dilution of this allergen.7

Patients completed the AAMS and the Posi-
tive and Negative Affect Scales (PANAS) on 2
occasions: 4 weeks before and 16 weeks after
study randomization. Higher scores on the
AAMS indicate more positive attitudes to-
ward CAM.8,9 Higher scores on the 2 sub-
scales of the PANAS indicate higher levels of
the variable assessed (i.e., positive or negative
affect).10

Spirometry and a measure of quality of
life (the Asthma Bother Profile [ABP]11) were
completed at baseline and at 6, 12, and 16
weeks. Patient diaries were completed on al-
ternate weeks throughout the 20-week
study; these diaries included information on
diurnal peak expiratory flow, among other
outcomes.7 Spirometry, peak expiratory flow,
and ABP scores were the primary outcomes
assessed.

The AAMS has received only limited vali-
dation, so we carried out a factor analysis.
Correlations of baseline AAMS scores with all
other baseline values were computed to de-
termine whether personality factors or asthma
severity determined attitudes toward CAM. To
test whether beliefs or other baseline factors
predicted outcomes, we calculated spirometry,
ABP, and peak expiratory flow change scores
(final scores minus baseline scores). Three
multiple regression analyses were conducted
with each of the 3 change variables in turn as
the dependent variable; all baseline variables
were considered independent.

Pearson correlations for the 2 AAMS
scores (prerandomization and postrandomiza-
tion) were calculated to examine AAMS score
changes. Changes in AAMS scores were cor-
related with changes in peak expiratory flow,
spirometry, and ABP scores. An analysis of
variance compared baseline and posttreat-
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TABLE 1—Attitudes to Alternative Medicine Scale Factor Loadings: First Unrotated Factor
and First 2 Oblique Rotated Factors

Factor Loadings
From First Factor 1: Factor 2:

Item Unrotated Factor Oblimin Rotation Oblimin Rotation

1. Alternative medicines must be subject to more scientific testing 0.37 0.30 –0.15

before they can be accepted

2. Alternative medicines are merely a financial con trick 0.63 0.73 0.04

3. Alternative medicine can be dangerous in that it may prevent 0.51 0.50 –0.08

people getting “proper” treatment

4. Alternative medicine is merely a fashionable fad which will soon 0.69 0.73 –0.04

disappear

5. It is worth trying alternative medicine before going to the doctor –0.24 –0.04 0.32

6. Alternative medicine should only be used in minor ailments 0.51 0.54 –0.02

and not in the treatment of more serious illnesses

7. Alternative medicine should only be used as a last resort, when 0.60 0.68 0.04

conventional treatment has nothing to offer

8. Alternative medicine has possible uses only as preventative 0.53 0.65 0.11

medicine and is of no use once an illness has appeared

9. Conventional medicines have so many side effects that most –0.02 0.23 0.38

doctors are not as well informed about them as they should be

10. Many alternative medicines could be prescribed instead of –0.49 –0.17 0.53

giving people repeat prescriptions of drugs such as tranquilizers

11. Alternative medicine produces longer lasting and more –0.42 0.00 0.68

complete results

12. Alternative medicine represents a confused and ill-defined 0.49 0.45 –0.12

approach

13. Alternative medicine builds up the body’s own defenses, –0.53 –0.13 0.68

so leading to a permanent cure

14. Alternative medicine works to restore the body’s own balance –0.66 –0.26 0.67

Note. Factor loadings of |0.30| or above are significant.

ment assessments, allowing evaluation of
whether patients who believed that they had
received active treatment improved more
than those who believed that they had re-
ceived a placebo.

RESULTS

Results revealed significant improvements
in forced expiratory volume in 1 second
(FEV1; P=.006), predicted FEV1 (P=.007),
and ABP scores (P=.016) but no improve-
ments in peak expiratory flow. Table 1 shows
the factor analysis of the AAMS. This analysis
revealed that loadings from the first factor
formed an unrotated principal axis; 12 of the
14 items had significant factor loadings (> .3).
A screen test suggested a 2-factor solution

(the first 5 eigenvalues were 4.2, 2.0, 1.2,
1.0, and 0.9). We obtained a good descrip-
tion of the data through use of a 2-factor so-
lution with an oblimin rotation. The pattern
matrix (Table 1) suggested that the correlated
factors were attitudes toward CAM and a be-
lief that the body varies in terms of “a healthy
balance.”

The correlation between the prerandomiza-
tion and postrandomization AAMS scores
(i.e., test–retest reliability) was significant (r=
0.76, P<.001). There were no significant cor-
relations between AAMS scores and any of
the other baseline variables. Patients with
more severe asthma at study entry experi-
enced greater improvement over the course
of the study (Table 2). Those with more nega-
tive mood scores at study entry showed

smaller improvements in ABP scores, and
lower quality-of-life scores predicted greater
improvements in scores. Variables predicting
improvement in lung function and quality of
life were themselves correlated; multiple re-
gressions involving FEV1 (P<.001), predicted
FEV1 (P<.001), ABP scores (P<.001), and
peak expiratory flow (P<.001) confirmed
that poorer lung function at study entry pre-
dicted significant improvement.

AAMS scores did not correlate with signifi-
cant changes in outcomes. The analyses of
variance comparing outcomes among patients
who believed that they were receiving active
treatment and among those who believed that
they were receiving a placebo were not signif-
icant in regard to any of the outcomes. There
was no significant interaction with treatment.

DISCUSSION

The test–retest reliability of the AAMS was
acceptable, although 1 item had weak load-
ings on the first factor, and another item had
very weak loadings on that factor. We found
evidence of 2 correlated factors, indicating
that attitudes toward CAM are hierarchically
arranged, composed of positivity/negativity
toward CAM practice as well as beliefs about
the nature of health and how CAM operates.

There was no evidence that positive beliefs
about CAM were associated with positive or
negative affect, quality of life, or respiratory
functioning. Owens et al. suggested that over-
all positive affect (as measured with the
PANAS) is associated with greater CAM use.3

We cannot confirm this suggestion, but we
employed a measure of attitude toward CAM
use in a randomized study, whereas Owens et
al. employed a measure of reported CAM use
in clinical practice. We failed to find evidence
that either belief that CAM was being re-
ceived or variations in attitudes toward CAM
predicted degree of patient improvement. In
addition, we found no evidence that expect-
ancy predicted ABP scores and no evidence
of any overall changes in AAMS scores dur-
ing the study.
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TABLE 2—Pearson Product–Moment Correlations Between Changes in Outcome Variables
and Baseline Measures

Change in
Baseline Change Change in Change in Change in Asthma
Measure FEV1 Predicted FEV1 PEF: AM PEF: PM Bother Score

FEV1 –0.259** –0.189** –0.147* –0.023 –0.038

Predicted FEV1 –0.334** –0.352** –0.069 0.006 –0.046

PEF: AM 0.030 0.077 –0.202** –0.089 –0.028

PEF: PM 0.031 0.081 –0.097 –0.145* –0.055

Positive affect –0.010 0.012 0.020 0.003 0.078

Negative affect 0.046 0.072 –0.100 –0.130 –0.193**

Asthma bother score 0.072 0.031 –0.078 0.080 –0.353**

AAMS score 0.120 0.141 –0.102 –0.024 –0.023

Spirometry score 0.063 –0.025 –0.075 0.067 –0.011

Mood 0.014 0.034 0.000 –0.057 0.094

Symptoms –0.125 –0.074 –0.060 –0.052 –0.068

Problem-free days 0.176* 0.131 0.046 –0.031 0.065

Note. FEV1 = forced expiratory volume in 1 second; PEF = peak expiratory flow; AAMS = Attitudes to Alternative Medicine Scale.
*P < .05; **P < .01.
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Complementary and
Alternative Medicine Use
Among Men With
Prostate Cancer in 4
Ethnic Populations
| Marion M. Lee, PhD, MPH, Jeffrey S. Chang,

MD, MPH, Bradly Jacobs, MD, MPH, and
Margaret R. Wrensch, PhD

In the United States, prevalence rates of com-
plementary and alternative medicine (CAM)
use in the general population have increased
in recent years (e.g., from 33.8% in 1990 to
42.1% in 1997).1 Among cancer patients,
rates of CAM use are usually higher than
among the general population.2–5 Few studies
have specifically targeted prostate cancer pa-
tients,6–9 and, to our knowledge, no study has
examined ethnic differences in CAM use
among prostate cancer patients. In the present
research, we examined prevalence rates and
correlates of CAM use among men from 4
ethnic groups (White, Black, Hispanic, and
Asian, including Chinese, Filipino, and Japa-
nese) residing in the San Francisco Bay Area.

METHODS

Study participants were male San Francisco
Bay Area residents between the ages of 40
and 89 years who had been diagnosed with
(histologically confirmed) primary invasive lo-
calized, regional, or remote prostate cancer.
Men diagnosed in 1998 were identified by
ethnicity through the regional tumor registry
operated by the Northern California Cancer
Center. We conducted telephone interviews
from September 1999 through April 2001
with a standardized questionnaire in the par-
ticipant’s language of choice (English, Spanish,
Mandarin, or Cantonese).

The questionnaire collected information on
demographic characteristics; acculturation


